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HEALTH & WELFARE 
C.L. "BUTCH" OTTER- Governor 
R!CHARD M. ARMSTRONG- Director 

February 5, 2015 

Jonathon Daltow, Administrator 
Preferred Community Homes - Fieldstone 
12553 W Explorer Dr Suite 190 
Boise, ID 83713 

RE: Preferred Community Homes- Fieldstone, Provider #13G030 

Dear Mr. Daltow: 

DEBRA RANSOM, R.N.,R.H.I.T .. Chief 
BUREAU OF FACILITY STANDARDS 

3232 E~er s•eet 
P.O. Box83720 

Boise, ID 83720-0009 
PHONE 208-334-6626 

FAX 208-364-1888 

This is to advise you of the findings ofthe Medicaid/Licensure survey of Prefened Community 
Homes- Fieldstone, which was conducted on January 30, 2015. 

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid 
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the 
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of 
Correction address each deficiency in the following manner: 

1. What conective action(s) will be accomplished for those individuals found to have been 
affected by the deficient practice; 

2. How you will identify other individuals having the potential to be affected by the same 
deficient practice and what corrective action(s) will be taken; 

3. What measures will be put in place or what systemic change you will make to ensure that 
the deficient practice does not recur; 

4. How the corrective action(s) will be monitored to ensure the deficient practice will not 
recur, i.e., what quality assurance program will be put into place; 

5. The plan must include the title of the person responsible for implementing the acceptable 
plan of correction; and 
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6. Include dates when corrective action(s) will be completed. 42 CFR 488.28 states 
ordinarily a provider is expected to take the steps needed to achieve compliance within 60 
days of being notified of the deficiencies. Please keep this in mind when preparing your 
plan of conection. For corrective actions, which require construction, competitive 
bidding or other issues beyond the control of the facility, additional time may be granted. 

Sign and date the form( s) in the space provided at the bottom of the first page. 

After you have completed your Plan of Correction, return the original to this office by 
February 18, 2015, and keep a copy for your records. 

You have one opportunity to question cited deficiencies through an informal dispute resolution 
process. To be given such an oppm1unity, you are required to send your written request and all 
required information as directed in the State Informal Dispute Resolution (IDR) Process which 
can be found on the Internet at: 

\Vww.icfmr.dhw.idaho.gov 

Scroll down until the Program Information heading on the right side is visible and there are three 
IDR selections to choose from. 

This request must be received by Febrmuy 18,2015. If a request for informal dispute resolution 
is received after February 18, 2015, the request will not be granted. An incomplete informal 
dispute resolution process will not delay the effective date of any enforcement action. 

Thank you for the courtesies extended to us during our visit. If you have questions, please call 
this office at (208) 334-6626, option 4. 

Sincerely, 

~c{~,k 
Health Facility Surveyor 
Non-Long Term Care 

MC/pmt 
Enclosures 

~/~ 
NICOLE WIS~~ ~ 
Co-Supervisor 
Non-Long Term Care 
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W 000 INITIAL COMMENTS 

The following deficiencies were cited during the 
recertification survey conducted from 1/26/15 • 
1/30/15. 

The survey was conducted by: 

Michael Case, LSW, QIDP, Team Lead 
Jim Troutfetter, QIDP 

Common abbreviations used in this report are: 

ADHD. Atlention Deficit Hyperactive Disorder 
HRC • Human Rights Committee 
LPN - Licensed Practical Nurse 
MAR - Medication Administration Record 
PCLP • Person Centered Lifestyle Plan 
QIDP -Qualified Intellectual Disabilities 
Professional 

~ o. sm~TEJ_. J/0312015 
FORM APPROVED 
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(XO) 
COMPLETION 
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W 111 483.410(c)(1) CLIENT RECORDS W 111 

The facility must develop and maintain a 
recordkeeping system that documents the client's 
health care, active treatment, social information, 
and protection of the client's rights. 

This STANDARD Is not met as evidenced by; 
Based on record review and staff interview, it 

was detennined the facility failed to maintain a 
record keeping system that contained accurate 
and complete information for 2 of 4 individuals 
(Individuals #1 and #3) whose physician's orders 
were reviewed. This resulted in inaccurate 
information being maintained in Individuals' 
records. The findings Include: 

1. The facility utilized a physician's recapitulation 

' \_ 

\ 

' I 

LA80RA'f~1~~~'~VIDE;RI$UPPLIER REPRESENTATNE'S SiGNATUR~ (}lJN\ '\\'\a;~;M/1 ']... \~:) ;; 
Any deficiency statement ending wilh an asterisk(') denotes a deficiency Which the lnstiiutlon may be excused frofu correcting providing it is determined th~i 
other safeguards provide sufficient protection to the palients. (See ln•trucllons.) Except for nursing homes, the findings staled above are d~closabie 90 days 
following the oat• olsuNey whethor or not a plan of correction Is provided. For nu~>ing homes, the above findings and plans of correction are dlsclosable 14 
days following the detelhese documents are made Mailable to the faellrty. 11 deficiencies ere oiled, an approved plan of correction is requisite to Mntlnued 
prosram pa~lclpation. 

FORM CMS·2567(02·99) Provious V.rs~ns Obwiele 
----------~·--~-------------~--------

EvontiD:4K4F1t Fa~lltyiD: t:lGoW If continuation sheet Page 1 or 15 
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W 111 Continued From page 1 W 111 
order form, completed by the facility nurse, and 
signed by the physician and psychiatric provider. 
The document included routine medications, 
psychiatric medications, laboratory orders, 
standing orders, and diet ordere. Individuals 
Physician's Orders were reviewed and Included 
inaccurate information, as follows: 

a. Individual #1 's 6/6/14 PCLP stated she was a 
25 year female whose diagnoses Included 
profound mental retardation and autism. Her 
Physician's Orders, signed by the physician 
10/27/14, stated she was to have a prolactin (a 
pituitary gland hormone) blood level check every 
3 months (quarterly). 

However, Individual #1's reoord documented the 
last prolactin level drawn was on 3/11/14. 

During an interview on 1/30/15 from 9:05- 10:00 
a.m., the LPN stated quarterly prolactin levels had 
been discontinued by the psychiatrist following 
the 3/11/14 laboratory tests. The lPN stated the 
order should have been removed from the 
recapitulation order. 

b. Individual #3's 2/21/14 PCLP stated he was a 
27 year old male whose diagnoses Included 
severe intellectual disability, ADHD, autism, and 
mood disorder. His Physician's Order, signed by 
the physician 12/19114, stated he was to receive 
risperidone (an antipsychotic drug) 2 mg each 
morning. 

However, Individual #3's Psychiatric Update, 
dated 9/25/14, stated risperidone was to be 
titrated down to 1 .5 mg for 2 weeks, then to 1 mg 
each morning. His MAR documented the 
reduction had taken place as ordered. 

FORM CMS·2$67(02·99) Pre,lous Vers:Ons Oooc!ele Event ID:4K4Ff1 Facility to: 13G030 If conllnuaUon •heel Page 2 of 15 
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W 111 Continued From page 2 

During an interview on 1/30115 from 9:05 ·10:00 
a.m., the LPN stated the recapitulation order was 
inaccurate. 

The facility failed to ensure Individual #1 and 
Individual #3's physician's recapitulation orders 
contained accurate information. 

~ 0• 8?,i,?NTEO~: J./03/2016 
FORM APPROVED 
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(X2) MULTIPLE CONSTRUCTION (X~) DATE SURVEY 
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W 159 483.430(a) QUALIFIED MENTAL RETARDATION W 159 
PROFESSIONAL 

Each clienfs active treatment program must be 
integrated, coordinated and monitored by a 
qualified mental retardation professional. 

This STANDARD is not met as evidenced by: 
Based on record rtlview and staff interview, it 

was determined the facility failed to ensure the 
QIDP provided sufficient monitoring and oversight 
which directly Impacted 2 of 4 individuals 
(Individuals #3 and #4), and had the potential to 
impact all individuals (Individuals #1 "#6) residing 
at the facility. That failure resulted in a Jack of 
sufficient Ql DP monitoring and oversight being 

, provided. The findings include: 

1. Individual #4's PCLP, dated 8122/14, 
documented a 23 year old female whose 
diagnoses Included severe mental retardation. 

Her record contained a Physician's Order, dated 
12116114, with a section that was signed by the 
psychiatrist documenting Individual #4 was to 
raceive Ativan (an antianxiety drug) 0.5 mg twice 
a day. Her MAR, dated December 1 · 31, 2014, 
also documented she had received At ivan twice a 
day. 

FORM CMS-2661(02-99) P1e'licus Vel$iOfiS O\l$Qie!< EVenii0:4K4F11 Faoli~JID: 13GD3o If continuation sheet Page 3 of 15 
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W 169 Continued From page 3 

However, her record also contained a 
neurologist's order, dated 12/12/14, that 
documented she was to receive Atlvan three 
times a day for anxiety and seizure. Her MAR, 
dated JanuaJY 1 • 31, 2015, documented she had 
received Ativan 0.5 mg three times a day from 
1/1/15-1/27/15. 

Tha record did not provide clear documentation 
as to which order for Atlvan (the psychiatric 
provider or the neurologist) was to be followed. 
Additionally, her record did not contain 
documentation the psychiatrist had been made 
aware of the change in the order by the 
neurologist. 

During an interview on 1/30/15 from 9:05 -10:00 
a.m., the QIDP stated he did not know if 
coordination of services between the psychiatric 
provider and the neurologist had taken place. 
The LPN, who was present during the inteiView, 
stated no information had been provided to the 
psychiatric provider regarding the change in 
medication dosage. The LPN and QIDP both 
stated the orders needed to be clarified and 
coordinated between the providers needed to 
take place. 

The facility failed to ensure the QIDP provided 
sufficient coordination of se!VIces between 
IndiVIdual #41s psychiatric provider and 
neurologist. 

2. Refer to W239 as it relates to the facility's 
failure to ensure the QIDP ensured appropriate 
replacement behavior training was In place for an 
individual's maladaptive behavior. 

FORM CMS-2587(02·99} Previous Vere1ona 00$01$\e EventiD:4K4F11 
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W 169 Continued From page 4 
3. Refer to W262 as it relates to the facility's 
failure to ensure the Ql DP ensured HRC approval 
was obtained prior to the implementation of an 
individual's restrictive interventions. 

4. Refer to W263 as it relates to the facility's 
failure to ensure the QIDP ensured guardian 
consent was obtained prior to the Implementation 
of an individual's restrictive interventions. 

5. Refer to W289 as it relates to the facility's 
failure to ensure the QIDP ensured an individual's 
behavioral intervention methods included 
sufficient information to direct staff. 

6. Refer to W312 as it relates to the facility's 
failure to ensure the QIDP ensured an Individual's 
antipsychotic drugs were sufficiently incorporated 
into a plan. 

W 239 483.440(C)(5)(vi) INDIVIDUAL PROGRAM PLAN 

Each written training program designed to 
implement the objectives In the IndiVidual 
program plan must specify provision for the 
appropriate expression of behavior and the 
replacement of inappropriate behavior, if 
applicable, with behavior that is adaptive or 
appropriate. 

This STANDARD Is not met as evidenced by: 
Based on record review and Interview, It was 

determined the facility failed to ensure 
replacement behavior training was appropriate to 
address individuals' maladaptive behaviors for 1 
of 3 individuals (Individual #3) whose behavior 
plans were reviewed. This resulted In IndiVIdUals 
not receiving funotional training to replace their 
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W 239 Continued From page 5 
maladaptive behaviors. The findings include: 

1. Individual #3's 2/21/14 PCLP stated he was a 
27 year old male whose diagnoses Included 
severe intellectual disability, ADHD, autism, and 
mood disorder. 

Individual #3's Behavioral Assessment, revised 
1013p/14, stated he engaged In self abuse. The 
Self Abuse sec«on stated Individual #3 "will hit his 
head on objects, hit himself with closed or open 
hand on throat/cheek bones/forehead/temple 
causing visible injury; bite himself on upper left 
shoulder/collarbone, pinch himself on arms 
(appears sensory seeKing) causing visible injury, 
and push/slam his body repetitively while rooKing 
(sensory seeking) causing visible injury." 

The Behavioral Assessment included a 
Replacement Behavior for Self Abuse which 
stated Individual #3 "will select a desired 
object/activity by using eye-gaze or touch to 
indicate his wants or needs when given a choice 
of two items (real objects)." 

Individual #3's Replacement Behavior of selecting 
a desired object or activity using eye-gaze did not 
match the functional motivation of the behavior, 
i.e. sensory seeking. 

Pvring an Interview on 1/30/16 from 9:05 -10:00 
a.m., the QIDP stated IndiVidual #3's 
communication program, which was the 
Replacement Behavior program, allowed 
Individual #3 to chose between two sensory 
Items. 

Individual #3's Communication program, revised 
11125/14, was reviewed and stated he "is mostly 

FORM CMS·25o7(02·99) Pre'liO'J$ Ve'"""' Obsole!e Evonii0;4K4F11 
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W239 Continued !=rom page 6 
non-verbal and communicates by non-speech 
vocalizations, facility expressions, neaching for 
objects and protesting behaviors; such as, 
pushing or walking away." The program stated 
"Run this program anytime [Individual #3] 
Indicates he Is hungry ... does not want to do 
something ... wants a drink ... or wants to do 
something." 

Individual #3's Communication program did not 
provide any information about sensory seeking 
behavior or how to teach Individual #3 to engage 
in a mane appropriate behavior when 
demonstrating self abuse. 

When asked for clarification, during an interview 
on 1/30115 from 9:05-10:00 a.m., the QIDP 
stated the Behavior Assessment was accurate 
and the Replacement Behavior needed to be 
revised. 

The facility failed to ensure Individual #3's 
Replacement Behavior program was appropriate 
for the function of the maladaptive behavior. 

W262 483.440(1)(3)(1) PROGRAM MONITORING & 
CHANGIO 

The committee should review, approve, and 
monitor individual programs designed to manage 
inappropriate behavior and other programs that, 
in the opinion of the committee, Involve risks to 
client protection and ri(Jhts. 

This STANDARD is not met as evirJenced by: 
Based on record review and staff Interview, it 

was determined the facility failed to ensure 
restrictive Interventions wens implemented only 
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W 262 Continued From page 7 W 262 
with the approval of the HRC for 1 of 31ndlvlduals 
(Individual #3) whose restMctlve interventions 
were reviewed. This resulted in a lack of 
protection of an Individual's rights through prior 
approval of restrictive interventions. The findings 
include: 

1. Individual #3's 2/21/14 PCLP stated he was a 
27 year old male whose diagnoses Included 
severe intellectual disability, ADHD, autism, and 
mood disorder. 

Individual #3's Physician's Order, signed by the 
physician 12/19/14, stated his psychiatric 
medications included rlsperldone (an 
antipsychotic drug) 2 mg daily, lntuniv (an 
antihypertensive drug) 2 mg dally, and Abilify (an 
antipsychotic drug) 2 mg dally. 

However, Individual #3's record did not contain 
HRC approval for the use of the Abilify. 

During an Interview on 1/30/15 from 9:05 - 1 o:OO 
a.m., the QIDP stated Abillfy had been added in 
January, 2014, due to adverse reactions 
Individual #3 was having to risperldone. The 
QIDP stated he thought the drug was being used 
for medical purposes rather than behavioral 
purposes and had not obtained HRC approval. 

The facility failed to ensure HRC approval was 
obtained prior to Individual #3 receiving the 
antipsychotic drug Abllify. 

W 263 483.440(1)(3)(ii) PROGRAM MONITORING & W 263 
CHANGE 

The committee should insure that these programs 
are conducted only with the written informed 

FORM CMS·2S67(02·99) Previous Versions OD~ete Ev•nliD:4K4F11 F~ciltty ID: 13<$030 If oontlnuatlon sheet Page 8 of 15 
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W 263 Continued From page 8 
consent of the client, parents (if the client Is a 
minor} or legal guardian. 

This STANDARD is not met as evidenced by: 
Based on record review and staff interview, it 

was determined the facility failed to ensure 
guardian consent was obtained prior to the 
implementation of restrictive interventions for 1 of 
3 individuals (Individual #3) whose restrictive 
interventions were reviewed. This resulted in a 
lack of protection of an Individual's rights through 
prior approvals of restrictive interventions. The 
findings include: 

1.1ndivldual #3's 2/21114 PCLP stated he was a 
27 year old male whose diagnoses Included 
severe Intellectual disability, ADHD, autism, and 
mood disorder. 

Individual #3's Physician's Order, signed by the 
physician 12119114, stated his psychiatric 
medications Included risperidone (an 
antipsychotic drug} 2 mg dally, lntuniv {an 
anUhypertensive drug) 2 mg dally, and Abilify (an 
antipsychotic drug) 2 mg daily. 

However, IndiVIdual #3's record did not contain 
guardian consent for the use of the Abllify. 

During an Interview on 1/30/15 from 9:05 -10:00 
a.m., the QIDP stated Abilify had been added In 
January, 2014, due to adverse reactions 
IndiVidual #3 was having to rlsperldone. The 
QIDP stated he thought the drug was being used 
for medical purposes rather than behavioral 
purposes and had not obtained guardian consent. 

The facility failed to ensure guardian consent was 
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obtained prior to Individual #3 receiving the 
antipsychotic drug Abilify. 

W 289 483.450{b)(4) MGMT OF INAPPROPRIATE 
CLIENT BEHAVIOR 

The use of systematic Interventions to manage 
Inappropriate client behavior must be 
incorporated into the clienfs Individual program 
plan, In accordance with §483.440{c)(4) and {5) of 
this subpart. 

This STANDARD is not met as evidenced by: 
13ased on record review and staff lnteiView, it 

was determined the facility failed to ensure 
techniques used to manage inappropriate 
behavior were sufficiently incorporated Into a 
program plan for 1 of 3 individuals {Individual #3) 
whose behavior inte!Vention plans were reviewed. 
This resulted in a lack of clear instruction to staff 
regarding how to implement the program 
strategies, The findings Include: 

1, Individual #3's 2/21/14 PCLP stated he was a 
27 year old male whose diagnoses included 
severe intellectual disability, ADHP, au~sm, and 
mood disorder. 

Individual #3's Training Program for Behavior 
Management, dated 3121/14, stated he engaged 
In the following maladaptive behaviors: 

• Self abuse, defined as hl«<ng his head on 
objects, hitting himself with a closed or open hand 
on the throat, cheek bones, forehead, or temple 
causing visible Injury, biting himself on the upper 
left shoulder or collar bone, pinching himself on 
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the arms causing visible injury, and pushing or 
slamming his body repetitively while rocking 
causing visible Injury. 

-Physical aggression, defined as biting others, 
pulling hair, pinching, scratching, hilling others, 
head butting and attempts. 

-Destruction of property, defined as throwing 
objects. 

The program included instructions to staff on how 
to lnteJVene for each maladaptive behavior. 
Included for each behavior was the following: 

• "Verbally redirect [Individual #3] to a positive 
task. _Use sign language paired with the verbal 
word. Determine If [Individual #3] is trying to 
communicate a need to you by asking him (sign 
paired with verbal) ... " followed by a list of words 
such as break, no, later, please, sony, mare, 
wait, eat, and drink. 

-"Redirect [IndiVidual #3] to sign his needs 
(possible list stated above)." 

However, Individual #3's Speech and Language 
Annual Review, dated 1/24/14, stated he could 
"request by using physical manipulation of his 
communication partners" and "uses eye gaze to 
gain attention and request actions and events in 
addition to his physical contact.'' The Summary 
and Recommendations section of the report 
stated Individual #3 "should be offered choices 
throughout his day by using real objects." 

The assessment did not include informalion 
aboullndlvldual #3's ability to understand or 
utilize sign language. 
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During an interview on 1/30/15 from 9:05-10:00 
a.m., the QIDP stated the methods listed in 
Individual #3's Training Program for Behavior 
Management needed to be revised. 

The facility failed to ensure Individual #3's 
program provided sufficient direction to staff to 
address his maladaptive behaviors. 

W 312 483.450(e)(2) DRUG USAGE 

Drugs used for control of inappropriate behavior 
must be used only as an integral part of the 
client's individual program plan that is directed 
specifically towards the reduction of and eventual 
elimination of the behaviors for which the drugs 
are employed. 

This STANDARD is not met as evidenced by: 
Based on record review and staff interview, it 

was detemnined the facility failed to ensure 
behavior modifying drugs were used only as a 
comprehensive part of Individuals' PO~Ps that 
were directed specificalll( towards the reduction 
of, and eventual elimination of, the behaviors for 
which the drugs were employed for 1 of 3 
individuals (Individual #3) whose medication 
reduction plans were reviewed. This resUlted in 
an Individual receiving behavior modifying drugs 
without a plan that Identified the drug usage and 
how it may change In relation to progress or 
regression. The findings include: 

1. Individual #3's 2/21/14 PCLP stated he was a 
27 yaar old male whose diagnoses included 
severe intellectual disability, ADHD, autism, and 
mood disorder. 
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Individual #3's Physician's Order, signed by the 
physician 12/19/14, stated his psychiatric 
medications included rlsperidone (an 
antipsychotic drug) 2 mg daily, lntuniv (an 
antihypertensive drug) 2 mg daily, and Ability (an 
antipsychotic drug) 2 mg daily. 

IndiVidual #3's 1/26/15 Psychiatric Update, which 
was also the medication reduction plan, included 
plan criteria for both risperidone and lntuniv. 
However, there was no criteria for the reduction 
of Ability. The section of the plan addressing 
Ability stated "medical due to high prolactin leveL" 

During an interview on 1/30/15 from 9:05 • 10:00 
a.m., the QIDP stated Individual #1's was found 
to have high prolactin levels (a hormone that can 
cause breast and breast milk development in 
men - an adverse reaction to risperidone). As a 
result, Ability was added in January 2014 and 
rlsperldone was eventually reduced In dose. 
However, the QIDP stated he thought the drug 
was being used for medical purposes rather than 
behavioral purposes. As a result, no plan 
addressing the use of Ability had been developed. 

The facility failed to ensure the use of Ability for 
Individual #3 was incorporated Into a plan. 

W322 483.460(a)(3) PHYSICIAN SERVICES 

The facility must provide or obtain preventive and 
general medical care. 

This STANDARD is not met llS evidenced by: 
Based on observation, record review and staff 
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Interview, It was determined the facility failed to 
ensure individuals were provided with general 
and preventative medical care for 1 of 3 
Individuals (Individual #3) whose medical reoords 
were reviewed. This resulted in an indiVIdual not 
receiving appropriate monitoring of his blood 
pressure. The findings Include: 

1. Individual #3's 2/21/14 PCLP stated he was a 
27 year old male whose diagnoses included 
severe intellectual disability, ADHD, autism, and 
mood disorder. Two Physician's Orders, one 
signed by the physician 4/15/14 and one signed 
12/19/14, both stated "Blood pressure dally." 

IndiVIdual #3's BP (Blood Pressure) Record forms 
from 2/1/14- 12/31/14 were reviewed and 
documented Individual #3's blood pressure was 
not monitored as order, as follows: 

• 2/14: BP was not taken 3 of 28 days 
- 3/14: BP was not taken 5 of 31 days 
-4/14: No BP Record was present 
- 6/14: BP was not taken 11 of 31 days 
- 6/14: BP was not taken 1 of 30 days 
- 7/14: BP was not taken 3 of 31 days 
- 8/14: BP was not taken 2 of 31 days 
- 9/14: BP was not taken 11 of 30 days 
- 1 0/14: BP was not taken 14 of 31 days 
- 12/14: BP was not taken 27 of 31 days 

Additionally, Individual #3's blood pressure was 
only taken three times in 11/14. On the MAR for 
November, the word "daily'' had been crossed out 
and ''2X [times) month" was handwritten 
underneath. 

During an Interview on 1/30/15 from 9:05- 10:00 
a.m., the LPN stated she was the one that was 
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supposed to be monitoring Individual #3's BP 
Record forms and that it should be taken daily. 
When asked why Individual #3's blood pressure 
was being monitored, the LPN stated she did not 
know. When asked about parameters and what 
staff were to do If Individual #3's blood pressure 
was out of range, the LPN stated they were to call 
the nurse and she would generally have them 
recheck the blood pressure at a later time. 

There was no indication of why Individual #3's 
blood pressure was to be monitored. Additionally, 
other than contacting the nurse, there was no 
direction regarding what was to happen if his 
blood pressure was out of range (such as holding 
a medication that may cause his blood pressure 
to drop further). · 

The facility failed to ensure Individual #3's blood 
pressure was appropriately monitored, and that 
sufficient information was present to guide 
nursing and direct care staff In appropriate 
treatment. 
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The following deficiencies were cited during the 
licensure survey conducted from 1126115-
1/30/15. 

The survey was conducted by: 

Michael Case, LSW, QIDP, Team Lead 
Jim Troutfetter, Ql DP 

MM194 16.03. 11.075.10(a) Approval of Human Rights 
committee 

Has been reviewed and approved by the facility's 
human rights committee; and 
This Rule is not met as evidenced by: 
Refer to W262, 

MM196· 16.03. 11.076. 10(c) Consent of Parent or 
Guardian 

Is conducted only with the consent of the parent 
or guardian, or after notice to the resident's 
representative; and 
This Rule Is not met as evidenced by: 
Refer to W263. 

MM197 16.03.11 .075.10(d) Written Plans 

Is described in written plans that are kept on file 
in the facility; and 

This Rule is not met as evidenced by: 
Refer to W289 and W312. 

MM3Bt 16.03.11.120.03(a) Building and Equipment 
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The building and all equipment must be In good 
repair. The walls and floors must be of such 
character as to permit frequent cleaning. Walls 
and ceilings in kitchens, bathrooms, and utility 
rooms must have smooth enameled or equally 
washable surfaces. The building must be kept 
clean and sanitary, and every reasonable 
precaution must be taken to prevent the entrance 
of insects and rodents. 
This Rule is not met as evidenced by: 
Based on observation, it was determined the 
facility failed to ensure the facility was kept In 
good repair for 6 of 6 indiVIduals (IndiVIduals #1 -
#6) residing In the facility. This resulted In the 
environment being kept In ill-repair. The findings 
include: 

1. An environmental review was conducted at the 
facility on 1/27/15 from 11:52 a.m. -12:50 p.m. 
During that time, the following was noted: 

- There was food splattered on the top interior of 
the microwave. 

• There was food debris in the bottom drawer of 
the oven. 

- There was a hole In the linoleum approximately 
the size of a quarter to the right of the kitchen 
entrance. 

• There was multiple areas of damaged linoleum 
In the medication room. 

• The linoleum was separated at the corners of 
the tub facing the medication cabinet. 

-There was an 8 to 10 inch crack through the 
door by the knob of Individual #4's bedroom door. 
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- There was a dent approximately 4 inches in the 
lower portion of Individual #4's bathroom door. 

-There was a hole approximately 2 inches in the 
lower right portion of Individual #4's bathroom 
door. 

-There was a crack through the door by the knob 
of Individual #2's bedroom door. 

-There was a hole in the wall to the right of the 
mirror in Individual #2's bathroom that was 
approximately 2 feet by 10 Jnohes. 

The facility failed to ensure the environment was 
kept clean and repairs were completed and 
maintained. 

16.03.11.120.10(c) Tempeature of hot water 

The temperature of hot water at plumbing fixtures 
used by the residents must be between one 
hundred five (1 05) to one hundred twenty (120) 
degrees Fahrenheit. 
This Rule is not met as evidenced by: 
Based on environmental review and staff 
Interview, It was det10rmlned the facility failed to 
ensure hot water temperatures were maintained 
between 105 and 120 degrees Fahrenheit for 6 of 
6 individuals (Individuals #1 - #6) residing in the 
facility. This resulted in the potential for 
insufficiently hot water being available for tasks 
such as hand washing and bathing. 'fhe findings 
include: 

1. On 1/29/15, from 11:00 • 11 :20 a.m., water 
temperatures w10re takan in the facility with the 
following results: 
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MM428 continued From page 3 

• Individual #4's bathroom sink was 97.4 degrees 
Fahrenheit. 

-Individual #2's bathroom sink was 93.4 degrees 
Fahrenheit. 

·The medication room sink was 100 degrees 
Fahrenheit. 

The Program Manager was notified of the water 
temperatures on 1/29/15 at 12:05 p.m. and he 
stated he would call a plumber. 

Note: Water temperatures were re-checked on 
1/30/15 from 8:20 ·8:35a.m. and were found to 
be within an acceptable range. 

The facility failed to ensure water temperatures 
were maintained between 105 and 120 degrees 
Fahrenheit. 
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MM428 

PROVIDER'S PLAN OF CORRECTION 
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MM570 16.03.11.210.05{b) Medications and Treatments MM570 

A record of all medications and treatments 
prescribed and administered; and 
This Rule is not met as evidenced by: 
Refer to W111. 

MM725 16.03.11.270.01{b) QMRP 

lhe QMRP is responsible for supervising the 
implementation of each resident's individual plan 
of care, integrating the various aspects of the 
program, recording each residenrs progress and 
Initiating periodic review of each individual plan 
for necessary modifications or adjustments. This 
function may be provided by a QMRP outside the 
facility, by agreement 

Buroau of FaCJiily Slandotds 
STATEmRM 

MM725 
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MM725 Continued From page 4 

This Rule Is not met as evidenced by: 
Refer to W159. 

MM736! 16.03.11.270.02 Health Services 

The facility must provide a mechanism which 
assures that each resident's health problems are 
brought to the attention of a licensed nurse or , 
physician and that evaluation and follow-up 
occurs relative to these problems. In addition, 
services which assure that prescribed and 
planned health services, medications and diets 
are made available to eaoh resident as ordered 
must be provided as follows: 
This Rule is not met as evidenced by: 
Refer to W322. 

MM812 16.03.11.270.05(C)(ii)(f) Self Direction 

I 
I 

Self direction; and 
This Rule is not met as evidenced by: 
Refer to W239. 
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W239 
Individual #3 's behavior ma.o.agement program is being revised to include an appropriate replacement 
behavior. All of the behavior assessments and programs in the home are being reviewed and revised as 
necessary to include comprehensive information including appropriate replacement behaviors. Aspire 
Human Services has a Positive Behavior Support Specialist on staff. He is Cll)')'fllltly providing additional 
training to the QIDP's on administering behavior assessments and behavior prqgrarnmlng. After the 
training is complete, the QIDl? at the borne will have the necessary skills to write behavior management 
programming in the home including identifying appropriate replacement behaviors. Aspire Hwnan 
Services is currently performing peer reviews. One element of the peer reviews is verifying that all 
behavior assessments and programs are comprehensive. Identified errors are reported to the Clinical 
Director and revisions are made to the program plans. 

Person Responsible: Clinical Director, QIDP 
Completion Date: S/!I!S 

W262 
The QIDP in the ho1!le has written and informed consent for individual #3 's Abilify which is prescribed 
for medical purposes. The QIDP has obtained HRC and Guardian approval for the utilization of the 
medication. All files in the home are being reviewed to verify that written informed consents have been 
developed and HCR and Guardian approval is obtained when needed. Aspire Human Services is in the 
process of revising the policy and procedure to clarify that an informed consent is required for 
antipsychotic medications in the event that they are prescribed for medical and behaviqral purposes. Once 
the policy is revised, the QIDP's will receive additional tralnlng on the policy. Aspire Human Servioes is 

. =ently performing chart reviews. There is currently a schedule in place which specifies that two chart 
reviews are to occur each week. With the review, the QIDP's and LPN's are both completing the same 
charts each week. Once the reviews are completed they are given to the Clinical Director for review and 
verification that corrections have been made. The Chlut reviews are kept on file by the Clinical Director. 
In addition, the chart review form has been revised and is currently more robust and covers all of the 
ele1!lents of an individual's chart. One element of the chart reviews is verifying that informed consents 
are obtained when appropriate. 

Person Responsible: Clinical Director, QIDP 
Completion Date: 5/1/15 

W263 
the QWl' in the home has written and informed consent for individual #3 's Abilizy which is prescribed 
for medical purposes. The QIDP has obtained HRC and Guardian approval for the utilization of the 
medication. All files in the home are being reviewed to verify that written informed consents have been 
developed andHCR and Guardian approval is obtained when needed. Aspire Human Services is in the 
process of revising the policy and procedure to clarify that an informed consent is required for 
Mtipsycbotic medications prescribed by a psychiatrist for behavior and medical needs. Once the policy is 
revised, the QIDP's will receive. additional tralnlng on the policy. Aspire Human Services is currently 
perfonning chart reviews. There is currently a schedule in place which specifies that two chart Jeviews 
are to occur each week. With the review, the QJDP'a and Ll?N's are both completing the same charts 
each week. Once the revieWs are ,<;Qmpleted they are given to the Clinical Director for review and 
verification that corrections have been made. The Chart reviews are kept on file by the Clinical Direotor. 
In addition, the chart review form has been revised and is =ently more robust llll.d covers all of the 
elements of an individual's chart. One element ofthe chart reviews is verifying that Informed consents are 
obtained when appropriate. 
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Person Responsible: Clinical Director, QIDP 
Completion Date: 5/1115 

W289 

No. 8942 P. 4/6 

Individual #3's programming is being revised to include sufficient direction to staff to address his 
maladaptive behaviors. All of the behavior assessm<mt-5 and progi'anw in the home are being reviewed 
and revised as necessary to include sufficient direction. Aspire Human Services has a Positive Behavior 
Support Specialist on staff. He is curren.t!y providing additional training to the QIDP's on administering 
behavior assessments and behavior programming. After the training is complete, the QIDP at the home 
will have the necessary skills to write behavior management programming in the home including assuring 
sufficient directions are written in each program. Aspire Human Services is currently performing peer 
reviews. One element of the peer reviews is verifYing that all behavior assessments and programs are 
comprehensive. Identified errors are reported to the Clinical Director and revisions are made to the 
program plans. 

Person Responsible: Clinical Director, QIDP, Positive Behavior Support Specialist 
Completion Date: 5/1115 

W312 
the QIDP of the facility has written a medication reduction plan to assist individual #3 to reduce and 
eventually eliminate his medication Abilify. All of the files in the home have been reviewed and 
medication reduction plan are currently written for all behavior modifYing medications. Aspir.e Human 
Services is in the process of ~evising the policy and procedure to clarify that a reduction plan is required 
for antipsychotic medications prescribed by a psychiatrist in the event that they are p!'e'lcribed for medical 
and behavioral pmposes. Once the policy is revised, the QIDP's will receive additional training on the 
policy. Aspire Human Services ia currently performing chart !'eviews. There is currently a schedule in 
place which specifies that two chart reviews are to occur each week. With the review, the QID:!''s and 
LPN's are both completing the same charts each week. Ouce the reviews are completed they are given to 
the Clinical Director for review and verification that corrections have been made. The Chart reviews are 
kept on file by the Clinical Director. In addition, the chart review form has been revised and Is currently 
more robust and covers all of the elements of an individual's cltart. One element of the chart reviews is 
verifying that reduction plans are written as specified in company policy. 

Perso11 Responsible: Clinical Dir<::Ctor, QIDP 
Completion Date: S/1/1 S 

W322 
Individual #3 's physician has been contacted to gain an understanding of what blood pressure range is 
appropriate for individual #3 and how to respolld to blood pressure levels. After the physician clarifies 
blood pressure levels the LPN and QIDP of the facility will develop and implement a guideline to direct 
the treatment team. All charts are being reviewed and clarification is being obtained to gain clarification 
on each individual's blood pressure needs. Aspire Humau Services is currently performing chart reviews. 
There is currently a schedule In place which specifies that two chart reviews are to occur each week. 
With the review, the QIDP's a11d LPN' s are both completing the same charts each week. Once the 
reviews are completed they are given to the Clinical Director for review and verification that corrections 
have been made. The Chart reviews are kept on file by the Clinical Director. In addition, the chart review 
form has been revised and is CUirently more robust and covers all of the elements of an individual's chari. 
Aspire Human Services is revising the chart review to include reviewing blood pressure guidelines to 
assure accuracy. 
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Person Responsible; Clinical Director, QIDP, LPN 
Completion Date: 5/1115 

MM194 
Please see response given under 262 as it relates to the E:uro.an Rights Committee. 

MM196 

No. 8942 P. 5/6 

Please see the response given under W263 as it relates to Consent of the Parent or Guardian. 

MM197 
Please see the responses given under W289 and W312 as they relate to Written Plans. 

MM380 
All repairs will be fixed by 5/l/15 affecting all5 individuals living at the faclllty. When a repair is 
noticed it is docwnented on a maintenance request form. The Program Supervisor will review these · 
forms and notifies main!l.mance imroediatel.y for all m'\ior incidents. Maintenance will sign off on then 
home maintenance request form when completed with initials and date. In the. event of a major repair 
staff is to call the Program Supervisor immediately to start the proceJJS of needed repairs. Maintenance 
visits each facility at a minimum of once a week. A schedule has been set and repeats every week to 
provide each facility time for maintenance repairs. In addition, Aspire Human Services currently has 
a Universal Monthly Checklist completed at a.ll facilities. After the checklist is completed the 
documentation is turned into the Program Manager each month and reviewed. A copy of the 
monthly checklist will also be provided to maintenance to ensure all repairs are fixed within a 
timely manner and nothing is missed left UlU'epalred. 

Person Reoponsible: Program Manager, Program Supervisor, Maintenance 
Completion Date: 5/l/15 

MM428 
Water temperatures are taken every time an individual takes a showo::r/bath that cannot regulate their 
water as well as each ~ght on the graveyard shift. This is documented on the water tercperature form. 
Training will be provided for the direct support professional staff defining the !=perature range that 
must be maintained. The temperature l'llllge of 105-120 degrees Fahrenheit will be added to the water 
temperature form. If the tercperature is taken and reads outside of the range, 105-120 degrees Fahrenheit, 
direct support professional will fill out a maintenance request form and call their Program Supervisor. 
Maintenance will sign off with their initials on the maintenance request form once the water tercperature 
is within range. Maintenance takes water temperatures at a minimum of once a month at all facilities to 
ensure eaoh home is maintaining the proper iemperatures. 

Person Responsible: Program Supervisor, Maintenance, Direct Support ~fessional 
Completion Date: 51!/15 

MM570 
Please see response given under Wlll as it relates to Medications and Treatments. 

MM725 
Please see response given under WI 59 as it relates to the QIDP. 
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MM735 
Please see response given under W322 as it relates to Health Services. 

MM812 
Please see response given under W239 as it relates to Self-Direction. 

. ...-----.. 

,/-j;;~-
1om"'Moss 
Clinical Director 

Kristin Buchanan 
Program Manager 
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